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Abstract
Background: To assess the student perspective on acceptability, realism, and perceived effect of communication
training with peer role play (RP) and standardised patients (SP).
Methods: 69 prefinal year students from a large German medical faculty were randomly assigned to one of two
groups receiving communication training with RP (N = 34) or SP (N = 35) in the course of their paediatric rotation.
In both groups, training addressed major medical and communication problems encountered in the exploration
and counselling of parents of sick children. Acceptability and realism of the training as well as perceived effects
and applicability for future parent-physician encounters were assessed using six-point Likert scales.
Results: Both forms of training were highly accepted (RP 5.32 ± .41, SP 5.51 ± .44, n.s.; 6 = very good, 1 = very
poor) and perceived to be highly realistic (RP 5.60 ± .38, SP 5.53 ± .36, n.s.; 6 = highly realistic, 1 = unrealistic).
Regarding perceived effects, participation was seen to be significantly more worthwhile in the SP group (RP 5.17 ±
.37, SP 5.50 ± .43; p < .003; 6 = totally agree, 1 = don’t agree at all). Both training methods were perceived as
useful for training communication skills (RP 5.01 ± .68, SP 5.34 ± .47; 6 = totally agree; 1 = don’t agree at all) and
were considered to be moderately applicable for future parent-physician encounters (RP 4.29 ± 1.08, SP 5.00 ± .89;
6 = well prepared, 1 = unprepared), with usefulness and applicability both being rated higher in the SP group
(p < .032 and p < .009).
Conclusions: RP and SP represent comparably valuable tools for the training of specific communication skills from
the student perspective. Both provide highly realistic training scenarios and warrant inclusion in medical curricula.
Given the expense of SP, deciding which method to employ should be carefully weighed up. From the perspective
of the students in our study, SP were seen as a more useful and more applicable tool than RP. We discuss the
potential of RP to foster a greater empathic appreciation of the patient perspective.
Background
In order to establish a functional patient-physician rela-
tionship, physicians are required to sense the individual
reality of the patient [1]. While the underlying clinician-
patient communication processes are complex and poorly
understood, the quality of these processes can predict
health outcomes even months after consultations have
taken place [2]. “Good communication skills in medical
practice are not innate, can be learned, and can always be
enhanced” [3]. Investing in resources to improve physician
communication skills is therefore worthwhile in terms of
enhancing patient adherence [3,4].
Training communication skills requires professional
practice. For the successful enhancement of communi-
cation skills, it is well established that medical educators
should use experimental rather than purely didactic
methods [5] in order to enable acquired skills to be inte-
grated into further clinical practice [6-8]. Several such
methods are available and include, for example, peer
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ber of studies have shown that all experimental methods
require additional measures of consolidation, such as
workshops with standardized patients [9] or continuous
clinical supervision [10], in order to achieve a sustain-
able transfer of the skills acquired in training to clinical
work.
Standardised patient (SP) is an umbrella term used to
refer to simulated patients (trained to simulate patient
illnesses) as well as actual patients (trained to present
their own illness); both of whom present their symp-
toms in a standardised manner [11,12]. In line with this
definition, the term SP is used in the current study to
refer to simulated patients. SP are classified as high-
technology instruments and are an expensive tool for
the training of communication skills [13]. They provide
a high degree of realism and have considerable potential
for effectively training general and specific communica-
tion skills [6,12,14,15]. They are also suitable for both
formative and summative assessments of communica-
tion skills [16,17]. The professional feedback provided
by SP is a key to their success [17,18]. In the field of
paediatrics, SP may be integrated into the curriculum in
the form of paediatric standardised patients [19] or - as
is the case in the present publication - as standardised
parents [20,21].
Peer role-play (RP) is a low-cost tool which is rela-
tively easy to install. It allows trainees to experience the
perspective of both the physician and the patient.
Experiencing these multiple perspectives and the ambi-
guity of the partners involved in communication [22,23]
helps to improve trainees’ understanding of the com-
plexity of the physician-patient interaction. If RP train-
ing-sessions are carefully designed and tutors well-
trained, initial scepticism regarding participation in RP
may be resolved [24].
Both SP and RP are frequently employed in the teach-
ing of communication skills worldwide [25]. The major-
ity of previous studies have shown RP or SP to be
superior to no intervention as well as to purely didactic
methods including lectures [26-28], oral instructions
[29], or educational materials such as a clinical manual
[30]. In their comprehensive review, Lane & Rollnick
[25], however, identified major methodological weak-
nesses in almost all studies conducted so far. These
weaknesses pertained to a lack of randomisation, small
sample sizes, potential biases (providing no baseline
assessments), the instruments used (validity, reliability,
internal consistency), and the fact that results were
based on dichotomous assessments of communication
skills rather than the quality of a specific performance.
As a result of these methodological weaknesses, drawing
definitive conclusions on the specific effects of RP and
SP is difficult.
Moreover, given the expense associated with using
standardised patients, clarifying the differential value of
the two methods is essential. As far as we are aware,
only three studies have so far compared SP and RP
[31-33]. In the first study conducted by Papdakis et al.
[33], undergraduates rated SP training more favourably
than RP. Following training with RP or SP, each student
was assessed based on a single encounter with an SP.
No performance differences were found between the
two groups. In a second randomised, controlled trial,
Mounsey et al. [32] also failed to find a significant dif-
ference between RP and SP based on the quality of
videotaped interviews which were conducted by under-
graduates following the respective interventions and
which were assessed using a validated instrument. In a
similar randomised, controlled study design, Lane et al.
[31] trained health-care professionals using either a fel-
low trainee or a SP. Following training, each health pro-
fessional performed one interview with one SP. This
interview was rated using a validated measure of practi-
tioner skill in behaviour-change counselling. Both
groups showed the same post-training level of compe-
tence and there were no significant group differences
with respect to the associated affect or applicability of
the sessions as rated by the health care professionals. In
summary, the two tools have been found to be of com-
parable effectiveness in motivational interviewing and
have been shown to result in similar levels of skill
attainment in both undergraduates and health profes-
sionals. However, all three studies are limited to one
specific challenge in communication - that of facing
addiction as one specific communicational challenge. In
our opinion, the conclusions of these studies therefore
can not be generalized to a broader medical context.
We conclude that experimental settings are undoubt-
edly required for effective communication training, and
several studies have emphasized the advantages which
RP or SP may carry for communication training. Pre-
sently, it is difficult to draw conclusions regarding the
specific value of RP and SP in communication training
in a broader medical context. In our randomised study,
we therefore compared undergraduates’ views on the
value of RP and SP in the framework of a broader range
of medical issues and challenges in communication.
The research questions examined in the present study
concerned students’ ratings of the two methods with
respect to acceptability and the realism of scenarios; stu-
dents’ ratings of the training methods with respect to
both methods being worthwhile, useful, and applicable
for future exploration and counselling of parents; and
whether students’ ratings of the two methods signifi-
cantly differed. Given the methodological additional
expense involved in SP, we assumed that training with
SP would be better accepted by the students, be
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perceived as more effective.
Methods
Training cases
Major medical problems and major communication pro-
blems in our paediatric outpatient department were
d e f i n e db ya ne x p e r tg r o u pu s i n gaf o c u sg r o u p
approach as previously described by our study group
[21]. Nine training cases were developed which com-
bined the nine most common medical and communica-
tion problems (see Table 1). Detailed and specific
learning objectives were defined for both the medical
(including exploration and counselling) and the commu-
nication problems. Cases were subsequently designed in
such a way as to be appropriate for training with RP or
SP and taking all predefined learning objectives into
account, maintaining the same complexity across both
groups. This included designing concise patient and
physician briefing sheets for the RP group and concise
physician briefing sheets and detailed SP scripts for the
SP group.
Sample
Randomisation procedure, allocation concealment, and
blinding
Students of the Medical Faculty of Heidelberg who were
in their prefinal (i.e., fifth) year and eligible for their
four-week rotation in paediatrics (N = 69) participated
in the study and were randomly assigned to one of the
two consecutively conducted study groups. The first
group received communication training employing peer
role-play (RP group, N = 34) and the second group
received communication training with standardised
patients (SP group, N = 35). Both forms of training took
place in addition to established course contents which
were identical across study groups for the four-week
rotation and included seminars, problem-based learning,
computer-based training using CAMPUS [34], bedside
teaching, and placements in paediatric private practices
[35]. Allocation concealment or blinding was not possi-
ble due to the nature of the course and the study design.
Due to the fact that Heidelberg students opt for rota-
tions abroad and may do so at short notice, there was a
drop-out rate of N = 3 (8.8%) in the RP group and
N=2( 5 . 7 % )i nt h eS Pg r o u p ,r e s u l t i n gi ns t u d yg r o u p s
of N = 31 (RP group) and N = 33 (SP group). Students
of both study groups had had extensive previous experi-
ence with both RP and SP in their medical courses prior
to their paediatrics rotation.
Sex, age, semester, and study motivation
Prior to the interventions, students were asked to com-
plete questionnaires regarding their sex, age, semester,
and study motivation (six-point Likert scale ranging
from 6 = very high to 1 = very low). The questionnaire
return rate was 96.7% in the RP group and 96.9% in the
SP group.
Pre-intervention communication competence
Communication competence was assessed based on the
mean self-rating of 24 positive statements which covered
14 general communication skills and 10 specific com-
munication skills as specified in the learning goals
defined prior to the intervention. The rate of return for
questionnaires was 96.7% in the RP group and 96.9% in
the SP group.
Tutors
Twelve physicians and psychologists (male N = 6, female
N = 6) with more than three years of experience in stu-
dent communication training served as tutors in the
training sessions. All tutors received the same training
prior to the study. Tutors were provided with a manual
containing precise instructions and briefing sheets for
each of the cases.
Standardised patients
Actors with more than two years of experience as SP
received professional training based on the scripts at the
SP training-centre of our medical faculty. Their perfor-
mance was assessed and approved by experienced pae-
diatricians prior to the intervention.
Training sessions including feedback
Within each of the study groups, students were assigned
to small groups comprising three students. Each small
group was trained in a total of three training sessions
o v e rt h ec o u r s eo ft h r e ec o n s e c u t i v ew e e k sw i t ho n e
tutor per small group. Training in the SP group addi-
tionally included one trained SP per small group and
per case. The effective time students spent in training
was held constant across both groups: Training sessions
in both experimental groups lasted two and a half hours
and consisted of three training cases in which the
Table 1 Training cases
Case Medical
problem
Communication problem
Case 2 Urticaria Dramatizing mother
Case 3 Diarrhea Foreign mother with poor command of
German
Case 4 Abdominal pain Conflict due to long waiting times
Case 5 Fever Demanding mother
Case 6 Crying baby Anxious and overburdened mother
Case 7 Meningism Parents disapprove of drug administration
Case 8 Febrile seizure Parents reject lumbar puncture of the child
Case 9 Dyspnea Parents oppose admission of the child
Nine training cases were designed combining a medical and a communication
problem.
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observer in the RP group or as physician and observer in
the SP group. These rotations allowed each student to
assume an active role in each training session as has
previously been recommended [36]. Before commencing
the interview, students in the parent role in the RP
group were allowed to take as much time as necessary
to go through the instructions. In our study, students
required between 4 and 10 minutes to do so.
Following a briefing by the tutor, the student in the
physician role conducted a 10-minute interview and sub-
sequently reflected on his/her performance. This was fol-
lowed by feedback from the student in the parent role
(RP group) or structured feedback from the standardised
patient in the parent role (SP group). Observers subse-
quently provided structured feedback using a checklist
addressing the predefined major medical and interaction
issues of the respective case. Finally, the tutor provided
concluding structured feedback which was followed by a
time of group discussion and debriefing [17,37].
To control for potential contamination between the
study groups, a total of three one-hour seminars cover-
ing the key medical issues addressed in the scenarios
were offered parallel to the three weeks of training and
were attended by an average of 90.3% (RP group) and
90.9% (SP group) of the students.
Outcomes
Outcomes assessed in both study groups included the
student perspective on a) acceptance of the training, as
assessed by the overall grade for the training (six-point
Likert scale ranging from 6 = very good to 1 = very
poor), b) realism of cases (“The cases were realistic”),
and perceived effects of the training, as assessed by rat-
ings of c) the time spent in training having been worth-
while (“Taking part in the intervention was worthwhile”)
and d) the usefulness of the training (“The intervention
was useful for training communication skills”;s i x - p o i n t
Likert scale ranging from 6 = totally agree to 1 = don’t
agree at all). All outcomes were assessed after each of
the three training sessions with an average questionnaire
return rate of 90.3% in the RP group and 90.9% in the
SP group. Subject to additional assessment after the
three training sessions was e) the applicability for future
exploration and counselling of parents of sick children
(“I feel well prepared for exploration and counselling of
parents of sick children”; six-point Likert scale ranging
from 6 = totally agree to 1 = don’t agree at all)w i t ha
questionnaire return rate of 90.3% in the RP group and
87.8% in the SP group.
Power calculation
To achieve a power of .9 with a two-sided significance
level of 5% for a minimum effect size of .5 with respect
to a) the overall grade for the training, b) the realism of
cases,c )t h etraining being worthwhile,d )t h eusefulness,
and e) applicability of the training, and a standard
deviation of .5, a required sample size of 23 was calcu-
lated. Based on the actual sample sizes and given results,
a post-hoc two-tailed test of power yielded .93, .64, and
.87 for the training being worthwhile,t h eusefulness, and
applicability of the training, respectively.
Statistical analysis
Samples were compared using a least significant differ-
ence test and outcomes were assessed using a Student’s
t-test for independent variables.
Research was carried out in compliance with the Hel-
sinki Declaration. In light of the above described study
design, the University of Heidelberg Ethics Committee
waived requirements for an ethical approval procedure.
Results
Sample
Sex, age, semester, and study motivation
No significant group differences were found with respect
to sex, semester,o rstudy motivation. However, a small
difference was found with respect to age (RP 23.7 ± .7
years, SP 25.5 ± 3.0 years, p < .002; Table 2).
Pre-intervention communication competence
There was no significant group difference in mean pre-
intervention communication competence (6.20 ± 1.02
for RP group, 6.51 ± 1.41 for SP group, n.s.; 10-point
Likert scale ranging from 10 = completely agree to 1 =
don’t agree at all; Table 2).
Acceptability
The overall grade for the training sessions was very high
in both groups (5.32 ± .41 for RP group, 5.51 ± .44 for
SP group; 6 = very good, 1 = very poor), with no signifi-
cant difference between the two groups (Table 3).
Realism of training cases
The training cases were seen as realistic in both groups
(5.60 ± .38 for RP group, 5.53 ± .36 for SP group; 6 =
totally agree, 1 = don’t agree at all), with no significant
difference between the two groups (Table 3).
Perceived effect of training
The time spent in training was seen as worthwhile by
both groups (5.17 ± .37 for RP group, 5.50 ± .43 for SP
group; 6 = totally agree, 1 = don’t agree at all), with a
significantly higher rating being reported in the SP
group (p < .003). Both groups found the training cases
to be very useful in training communication skills (5.01
±. 6 8f o rR Pg r o u p ,5 . 3 4±. 4 7f o rS Pg r o u p ;6=t o t a l l y
agree, 1 = don’t agree at all), with the SP group again
reporting significantly greater usefulness (p < .032).
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moderately well prepared for future exploration and
counselling of parents of sick children after the training
(4.29 ± 1.08 for RP group, 5.0 ± .89 for SP group; 6 =
totally agree, 1 = don’t agree at all), with significantly
higher applicability being reported in the SP group
(p < .009, Table 3).
Discussion
We present a randomized, controlled study in which the
student perspective on communication training with
peer role-play was compared with that of training with
standardised patients. From the student perspective,
peer role-play and standardised patients appear to repre-
sent comparably valuable tools for undergraduate com-
munication training: Both methods were very well
accepted and perceived to be highly realistic. Both meth-
ods were also seen as worthwhile, useful, and applicable
in training student communication skills. Great care was
taken to demonstrate consistency of the two groups
prior to the intervention, and in particular no differ-
ences were found with respect to self assessed skills in
communication. A small but statistically significant age
difference was not considered relevant to the research
questions.
Acceptance
We found a high degree of training acceptance in both
study groups. While high acceptance has previously
been demonstrated for SP [17,38] and was therefore
expected, it was found to be surprisingly high in our
peer role-play group, given that fewer resources are
required for this method. Tackling difficult yet relevant
problems - as was the case in our training [38] - has
been shown to be essential for the acceptance and suc-
cess of peer role-play in both postgraduate settings
[39-41] and undergraduate curricula [36]. In each of the
presented cases, we combined a relevant medical task
with a relevant communication problem; a fact which
may further have contributed to the acceptance of our
cases [38]. A further factor contributing to the equal
levels of high training acceptance found in both study
groups was that the cases were of identical structure
and equally high complexity [22] across groups and that
tasks corresponded with students’ level of prior experi-
ence and their curriculum [42]. We assume that the
Table 2 Consistency of the two study groups
Items Peer role-play (RP) group Standardized patient (SP) group P
Male 19 (61.3%) 15 (45.5%) n.s.
Female 11 (35.5%) 16 (48.5%) n.s.
Sex not specified 1 (3.2%) 2 (6.0%) -
Age 23.7 ± .7 25.5 ± 3.0 < .002
Semester 9.2 ± .7 9.3 ± .8 n.s.
Motivation 5.1 ± .6 4.9 ± .9 n.s.
Self-assessment of communication skills 6.20 ± 1.02 6.51 ± 1.41 n.s.
To demonstrate consistency of the two study groups, the distribution of sex, age, semester, study motivation, and pre-intervention self-assessmento f
communication skills with parents of sick children are presented for each group (RP group N = 31, SP group N = 33). Age in years, semester in number of
semesters of medical study, study motivation ranging from 6 = very high to 1 = very low, self-assessment of communication with parents of sick children as
overall score of specific and general communication skills using a 10-point Likert scale ranging from 10 = totally agree to 1 = don’t agree at all. Values are stated
as means and standard deviations (SD) or N and percentage (%), including level of significance (p) calculated using the least significant difference test.
Table 3 Assessment of the training
Group Mean SD p
Overall grade for the training Peer role-play 5.32 .41 <.104
Standardized patient 5.51 .44
The cases were realistic. Peer role-play 5.60 .38 <.478
Standardized patient 5.53 .36
Taking part in the intervention was worthwhile. Peer role-play 5.17 .37 <.003
Standardized patient 5.50 .43
The intervention was useful for training communication skills. Peer role-play 5.01 .68 <.032
Standardized patient 5.34 .47
I feel well prepared for exploration and counseling of parents of sick children. Peer role-play 4.29 1.08 <.009
Standardized patient 5.00 .89
Assessment of training with respect to acceptability, realism, and effect in the peer-role-play group and the standardized-patient group stated as means and
standard deviations (SD), with 6 = very good and 1 = very poor for the overall grade and 6 = totally agree and 1 = don’t agree at all for all other items.
Significance (p) using an unpaired Students t-test.
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ment of taking on an active role and observing other
people playing a role - be it an SP or a peer. These posi-
tive affects found in connection with both methods are
considered essential when it comes to benefiting from
learning opportunities, as has previously been demon-
strated for role-play [36].
Realism of training cases
Training scenarios were seen as highly realistic in both
the SP and peer role-play group. This is in line with
previous findings of our study group on SP training
among health professionals [37,38]. A high degree of
challenge and critical-decision moments was offered in
the cases we employed in both study groups [21,37] as a
prerequisite for high ratings of case realism [36,43]. An
additional important factor for realistic scenarios which
was also incorporated in our study is the prior training
of tutors, who help students round off the role-play sce-
narios in their imagination [44,45].
Often seen as the ultimate method for simulating
patients [13], the employment of standardised patients
m a yh a v eb e e ne x p e c t e dt or e s u l ti nah i g hd e g r e eo f
perceived realism. However, in contrast to our expecta-
tions, the peer role-play scenarios - which comprised
identical medical and communication issues but which
were methodologically less elaborate - were rated as
being equally realistic. The identical structure and
equally high complexity of scenarios in addition to well-
trained tutors appears to make up for the potential
methodological advantage of SP with respect to per-
ceived realism. A high degree of realism in training sce-
narios is a prerequisite for successful implementation of
role play [42] and is particularly useful for overcoming
the initial resistance often seen among participants
engaging in peer role-play [24,42,46].
Perceived effect of training
Both groups reported that the training cases were useful
and worthwhile, and that they offered a moderately high
degree of applicability for future exploration and coun-
selling of parents of sick children. All of these aspects of
perceived effectiveness were rated significantly higher in
the standardised-patient group. Since the amount of
training time, the qualification and presence of the
tutors, the degree of scenario complexity, and students’
overall ratings for the training were equal across the
groups, the higher applicability in the SP group may
well be ascribed to the specific form of training itself.
Training with standardised patients was not new to the
students - both study groups had had extensive expo-
sure to standardised patients in courses prior to the pre-
sent study.
One aspect which may explain the higher ratings of
perceived effectiveness in the SP group is the value of
the professional feedback provided by standardised
patients [12,43,47] - a central factor supporting the indi-
vidual learning process [47]. Comments (feedback) from
the group constitute a key element of role play, as well
as in the training with standardised patients
[12,22,36,42,48,49]. Our standardised patients were spe-
cifically trained to focus on professionally structuring
and phrasing aspects of the patient’s inner perspective.
This may provide more multifaceted feedback than that
provided by peers, who potentially place greater empha-
sis on clinical issues when offering feedback. A further
aspect is that students see SP as a high-tech simulation
instrument [11-13] which they may expect to be more
useful and applicable. Alternatively, students may simply
enjoy watching a professional actor and may thus rate
perceived training effects to be higher than those for RP.
A l t h o u g hS Pm a yb ea s s o c i a t e dw i t hah i g h e rp e r -
ceived effect and applicability in communication train-
ing, only peer role-play allows trainees to experience the
inner perspective of the patient and the ambiguity of the
communication situation [23], yielding a deeper under-
standing of patients’ concerns as well as greater empathy
[50]. To ensure such changes in communication culture,
communication training must encourage trainees to take
heed of the perceptions of patients and their families
[51], thus enhancing their perceptual skills within the
communication process rather than simply relying on
practicing behavioural skills [52]. We conclude that both
peer role-play and standardised patients warrant inclu-
sion in medical curricula: Peer role-play may allow stu-
dents to personally experience patients’ concerns,
whereas standardised patients may have more potential
with respect to training specific communication skills.
Standardised parents
Standardised parents are used in a postgraduate setting
for the training of counselling skills [53], breaking bad
news [20,54], and for training communication in com-
mon paediatric problem situations as previously reported
by our study group [21,37,55]. Feedback from standar-
dised parents has been shown to be acceptable and useful
in a postgraduate setting [37]. Among the plethora of
data on standardised patients, there has, to our knowl-
edge, been only one study published on the use of stan-
dardised parents in undergraduate training, with faculty
members in the roles of parents [56]. This study showed
an improvement in history-taking skills, although base-
line skills were not assessed prior to training. Our find-
ings underscore the value of standardised parents as an
acceptable, realistic, and useful tool for implementation
in undergraduate communication training.
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Effect of training
We examined students’ perceptions of peer role-play
and standardised patients but did not investigate stu-
dents’ objective performance or the specific methodolo-
gical impact of the two methods on variables
influencing intermediate and major health outcomes [2].
Furthermore, our findings cannot be generalized to
postgraduates and/or health professionals.
Study design
While the study was conducted in a controlled, rando-
mised design, groups commenced consecutively owing
to the structure of the four-week paediatric course with
cohorts of 30 to 40 paediatric-rotation students at a
time. Systematic errors resulting from the consecutive
start (the first group being trained with peer role-play,
the second with standardised patients) were controlled
for through randomisation, and we were able to demon-
strate good consistency betw e e nt h et w os t u d yg r o u p s
with respect to socioeconomic data, motivation, and
pre-intervention communication skills.
Applicability
We found significantly higher perceptions of applicabil-
ity in the standardised-patient group, although we did
not include tools to promote sustainable change in com-
munication - such as consolidation workshops with
standardised patients [9] or continuous clinical supervi-
sion [10] - in either of the groups.
Further research
Future research should compare the effects of the two
methods on students’ objective performance, i.e. using
MiniCEX or OSCE, based on standardised patients or
real patient encounters. Future research should also
address the long-term impact of both training methods.
The effect of peer role-play on sustainable changes in
communication has so far not been subject to investiga-
tion, as a result of which the differential and specific
contributions of the two methods to the sustainability of
accomplished goals remains unclear. Beyond these inter-
mediate outcomes, future research should be guided by
the model presented by Street et al. [2], examining the
specific methodological impact of the two training
forms on variables influencing major health outcomes.
Conclusions
From the student perspective, peer role-play and stan-
dardised patients represent comparably valuable tools
for undergraduate communication training. The positive
affects towards to both methods represent an essential
prerequisite for benefitting from both learning opportu-
nities. Peer role-play as less elaborate tool than standar-
dised patients offers just as highly realistic training
scenarios, provided that great care is taken in designing
the training.
Communication training with standardised patients is
perceived as a slightly more useful tool than peer role-
play. Furthermore, it potentially has a higher degree of
a p p l i c a b i l i t yw h i c hb o t hm a yb ed u et op r o f e s s i o n a l
feedback provided by standardised patients as one of the
main effectors of individual progress in skills trainings.
On the other hand, the ambiguity offered by peer role-
play suggests a methodological advantage in fostering an
appreciation of patient concerns in addition to the
development of skills.
Both peer role-play and standardised patients warrant
inclusion in medical curricula: peer role-play constitutes
a valuable additional tool for undergraduate communi-
cation training, requiring few resources and allowing
students to personally experience patient concerns,
whereas standardised patients potentially have a greater
effect on specific communication skills. Given the
expense, time and resources standardised patients
require, peer role-play may be a good alternative. Decid-
ing which of the two methods to employ should be
carefully weighed up.
Author details
1Clinic I General Paediatrics, Centre of Child and Adolescent Medicine,
Heidelberg, Germany.
2Department of Psychosomatic and General Internal
Medicine, University of Heidelberg Medical Hospital, Germany.
Authors’ contributions
All authors substantially contributed to the conception and planning of
study as well as to the drafting of the manuscript. All authors read and
approved the final manuscript. HMB coordinated the expert groups which
defined learning goals of the training as well as developing the cases, the
screen plays for the standardised patients, and the briefing sheets. CN, JHS,
and HMB structured and organised the training sessions. HMB held the
seminars relating to medical issues addressed in the training. SH assessed
and approved the performance of the standardised patients. JJ is in charge
of the standardised patient training centre at the Medical Faculty of
Heidelberg and provided the resources to train the standardised patients.
CN and JHS trained the tutors for the training sessions. MN designed the
assessment forms and organised the assessment. CN, MN, and HMB
performed the statistical analysis.
Competing interests
The authors declare that they have no competing interests.
Received: 12 October 2009 Accepted: 31 March 2010
Published: 31 March 2010
References
1. Von Uexkull T: Anthropology and the theory of medicine. Theor Med
1995, 16(1):93-114.
2. Street RL Jr, Makoul G, Arora NK, Epstein RM: How does communication
heal? Pathways linking clinician-patient communication to health
outcomes. Patient Educ Couns 2009, 74(3):295-301.
3. Maguire P, Pitceathly C: Key communication skills and how to acquire
them. BMJ 2002, 325(7366):697-700.
4. Haskard KB, Williams SL, DiMatteo MR, Rosenthal R, White MK,
Goldstein MG: Physician and patient communication training in primary
care: effects on participation and satisfaction. Health Psychol 2008,
27(5):513-522.
Bosse et al. BMC Medical Education 2010, 10:27
http://www.biomedcentral.com/1472-6920/10/27
Page 7 of 95. Rees C, Sheard C, McPherson A: Medical students’ views and experiences
of methods of teaching and learning communication skills. Patient Educ
Couns 2004, 54(1):119-121.
6. Ainsworth MA, Rogers LP, Markus JF, Dorsey NK, Blackwell TA, Petrusa ER:
Standardized patient encounters. A method for teaching and evaluation.
JAMA 1991, 266(10):1390-1396.
7. Aspegren K: BEME Guide No. 2: Teaching and learning communication
skills in medicine-a review with quality grading of articles. Medical
Teacher 1999, 21(6):563-570.
8. Thomson O’Brien MA, Freemantle N, Oxman AD, Wolf F, Davis DA, Herrin J:
Continuing education meetings and workshops: effects on professional
practice and health care outcomes. Cochrane Database Syst Rev 2001, 2:
CD003030.
9. Delvaux N, Merckaert I, Marchal S, Libert Y, Conradt S, Boniver J,
Etienne AM, Fontaine O, Janne P, Klastersky J, et al: Physicians’
communication with a cancer patient and a relative: a randomized
study assessing the efficacy of consolidation workshops. Cancer 2005,
103(11):2397-2411.
10. Heaven C, Clegg J, Maguire P: Transfer of communication skills training
from workshop to workplace: the impact of clinical supervision. Patient
Educ Couns 2006, 60(3):313-325.
11. Barrows HS: Simulated patients in medical teaching. Can Med Assoc J
1968, 98(14):674-676.
12. Barrows HS: An overview of the uses of standardized patients for
teaching and evaluating clinical skills. AAMC. Acad Med 1993,
68(6):443-451, discussion 451-443.
13. Ziv A: Simulators and simulation-based medical education. A practical
guide for medical teachers Edinburgh, New York: Elsevier Churchill
LivingstoneDent JA, Harden RM, 2 2005, xii, 436 p.
14. Kneebone R, Kidd J, Nestel D, Asvall S, Paraskeva P, Darzi A: An innovative
model for teaching and learning clinical procedures. Med Educ 2002,
36(7):628-634.
15. Towle A, Hoffman J: An advanced communication skills course for
fourth-year, post-clerkship students. Acad Med 2002, 77(11):1165-1166.
16. Adamo G: Simulated and standardized patients in OSCEs: achievements
and challenges 1992-2003. Med Teach 2003, 25(3):262-270.
17. Cleland JA, Abe K, Rethans JJ: The use of simulated patients in medical
education: AMEE Guide No 42. Med Teach 2009, 31(6):477-486.
18. Sloane PD, Beck R, Kowlowitz V, Blotzer AM, Wang L, Akins L, White-Chu F,
Mitchell CM: Behavioral coding for evaluation of medical student
communication: clarification or obfuscation? Acad Med 2004,
79(2):162-170.
19. Carraccio C, Englander R: The objective structured clinical examination: a
step in the direction of competency-based evaluation. Arch Pediatr
Adolesc Med 2000, 154(7):736-741.
20. Greenberg LW, Ochsenschlager D, O’Donnell R, Mastruserio J, Cohen GJ:
Communicating bad news: a pediatric department’s evaluation of a
simulated intervention. Pediatrics 1999, 103(6 Pt 1):1210-1217.
21. Bosse HM, Nikendei C, Hoffmann K, Kraus B, Huwendiek S, Hoffmann GF,
Junger J, Schultz JH: [Communication training using “standardized
parents” for paediatricians–structured competence-based training within
the scope of continuing medical education]. Z Arztl Fortbild Qualitatssich
2007, 101(10):661-666.
22. Simpson MA: How to use role-play in medical teaching. Med Teach 1985,
7(1):75-82.
23. Yardley-Matwiejczuk KM: Role play: theory and practice London: Sage 1997.
24. Wibley S: The use of role play. Nurs Times 1983, 79(25):54-55.
25. Lane C, Rollnick S: The use of simulated patients and role-play in
communication skills training: a review of the literature to August 2005.
Patient Educ Couns 2007, 67(1-2):13-20.
26. Blue AV, Stratton TD, Plymale M, DeGnore LT, Schwartz RW, Sloan DA: The
effectiveness of the structured clinical instruction module. Am J Surg
1998, 176(1):67-70.
27. Madan AK, Caruso BA, Lopes JE, Gracely EJ: Comparison of simulated
patient and didactic methods of teaching HIV risk assessment to
medical residents. Am J Prev Med 1998, 15(2):114-119.
28. Zraick RI, Allen RM, Johnson SB: The use of standardized patients to teach
and test interpersonal and communication skills with students in
speech-language pathology. Adv Health Sci Educ Theory Pract 2003,
8(3):237-248.
29. Seim HC, Verhoye JR: Comparison of training techniques using a
patient-centered approach to smoking cessation. Med Educ 1995,
29(2):139-143.
30. Abraham A, Cheng TL, Wright JL, Addlestone I, Huang Z, Greenberg L:
Assessing an educational intervention to improve physician violence
screening skills. Pediatrics 2001, 107(5):E68.
31. Lane C, Hood K, Rollnick S: Teaching motivational interviewing: using role
play is as effective as using simulated patients. Med Educ 2008,
42(6):637-644.
32. Mounsey AL, Bovbjerg V, White L, Gazewood J: Do students develop
better motivational interviewing skills through role-play with
standardised patients or with student colleagues? Med Educ 2006,
40(8):775-780.
33. Papadakis MA, Croughan-Minihane M, Fromm LJ, Wilkie HA, Ernster VL: A
comparison of two methods to teach smoking-cessation techniques to
medical students. Acad Med 1997, 72(8):725-727.
34. [http://www.medizinische-fakultaet-hd.uni-heidelberg.de/index.php?
id=109894&L=en], CAMPUS: http://www.medizinische-fakultaet-hd.uni-
heidelberg.de/index.php?id=109894&L=en.
35. Bosse HM, Gädicke G, Gross M, Forster J, Hoffmann GF, Krüger M,
Muntau AC: 4 innovative pädiatrische Curricula - Umsetzung der
Approbationsordnung 2002. Monatsschr Kinderheilkunde 2008, 156:
436-445.
36. Joyner B, Young L: Teaching medical students using role play: twelve tips
for successful role plays. Med Teach 2006, 28(3):225-229.
37. Schultz JH, Hoffmann K, Lauber H, Schöneman J, Kraus B, Bosse HM,
Huwendiek S, Hoffmann GF, Herzog W, Jünger J, Nikendei C: Einsatz von
„Standardisierten Eltern”: Authentizität und Qualität des Feedbacks. GMS
Zeitschrift für Medizinische Ausbildung 2007, 24, Doc 72.
38. Nikendei C, Bosse HM, Hoffmann K, Moltner A, Hancke R, Conrad C,
Huwendiek S, Hoffmann GF, Herzog W, Junger J, et al: Outcome of parent-
physician communication skills training for pediatric residents. Patient
Educ Couns .
39. Alexander SC, Keitz SA, Sloane R, Tulsky JA: A controlled trial of a short
course to improve residents’ communication with patients at the end of
life. Acad Med 2006, 81(11):1008-1012.
40. Lim EC, Oh VM, Seet RC: Overcoming preconceptions and perceived
barriers to medical communication using a ‘dual role-play’ training
course. Intern Med J 2008, 38(9):708-713.
41. Rowan KE: Monthly communication skill coaching for healthcare staff.
Patient Educ Couns 2008, 71(3):402-404.
42. Nestel D, Tierney T: Role-play for medical students learning about
communication: guidelines for maximising benefits. BMC Med Educ 2007,
7:3.
43. Teherani A, Hauer KE, O’Sullivan P: Can simulations measure empathy?
Considerations on how to assess behavioral empathy via simulations.
Patient Educ Couns 2008, 71(2):148-152.
44. Dieckmann P: Simulation settings for learning in acute medical care.
Using simulations for Education, Training and Research Lengerich: Pabst
Science PublishersDieckmann P 2009, 40-138.
45. Rettedal A: Illusion and technology in medical simulation: If you cannot
build it, make them believe. Using simulations for Education, Training and
Research Lengerich: Pabst Science PublishersDieckmann P 2009, 202.
46. Dieckmann P, Rall M, Eich C, Schnabel K, Junger J, Nikendei C: [Role
playing as an essential element of simulation procedures in medicine]. Z
Evid Fortbild Qual Gesundhwes 2008, 102(10):642-647.
47. Veloski J, Boex JR, Grasberger MJ, Evans A, Wolfson DB: Systematic review
of the literature on assessment, feedback and physicians’ clinical
performance: BEME Guide No. 7. Med Teach 2006, 28(2):117-128.
48. Ang M: Advanced communication skills: conflict management and
persuasion. Acad Med 2002, 77(11):1166.
49. Norcini JJ: Peer assessment of competence. Med Educ 2003, 37(6):539-543.
50. O’Keefe M, Sawyer M, Roberton D: Medical students taking the role of the
mother in paediatric interview evaluation. Med Educ 2004, 38(3):294-301.
51. O’Keefe M: Should parents assess the interpersonal skills of doctors who
treat their children? A literature review. J Paediatr Child Health 2001,
37(6):531-538.
52. Hulsman RL: Shifting goals in medical communication. Determinants of
goal detection and response formation. Patient Educ Couns 2009,
74(3):302-308.
Bosse et al. BMC Medical Education 2010, 10:27
http://www.biomedcentral.com/1472-6920/10/27
Page 8 of 953. Farrell M, Deuster L, Donovan J, Christopher S: Pediatric residents’ use of
jargon during counseling about newborn genetic screening results.
Pediatrics 2008, 122(2):243-249.
54. Vaidya VU, Greenberg LW, Patel KM, Strauss LH, Pollack MM: Teaching
physicians how to break bad news: a 1-day workshop using
standardized parents. Arch Pediatr Adolesc Med 1999, 153(4):419-422.
55. Hoffmann K, Schultz JH, Conrad C, Hancke R, Lauber H, Schönemann J,
Kraus B, Bosse HM, Huwendiek S, Hoffmann GF: [Communication training
using “standardised parents” in paediatrics: Effects on self- and external
assessment of communicative competence - a control group-design
study]. GMS Z Med Ausbild 2007, 1-7, Doc 113.
56. Littlefield JH, Hahn HB, Meyer AS: Evaluation of a role-play learning
exercise in an ambulatory clinic setting. Adv Health Sci Educ 1999,
4:167-173.
Pre-publication history
The pre-publication history for this paper can be accessed here:http://www.
biomedcentral.com/1472-6920/10/27/prepub
doi:10.1186/1472-6920-10-27
Cite this article as: Bosse et al.: Peer role-play and standardised patients
in communication training: a comparative study on the student
perspective on acceptability, realism, and perceived effect. BMC Medical
Education 2010 10:27.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Bosse et al. BMC Medical Education 2010, 10:27
http://www.biomedcentral.com/1472-6920/10/27
Page 9 of 9